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INFORMED CONSENT

Many complaints come to the Board from patients who claim that they never agreed to the treatment
that was provided for them by their dentist. The issue of informed consent is an essential element of
providing care.

Minnesota Rule 3100.9600, subp. 9, isthe section of the Practice Act on recordkeeping that describes
the components of informed consent. This concept is within the recordkeeping rule because of the
importance of documenting that the information was shared with the patient, and that the patient made
an informed decision. The minimum components of informed consent outlined in theruleinclude...

« treatment options have been discussed

e prognosis, benefits, and risks of each option have been discussed, and

¢ documentation that the patient has consented to the chosen treatment.

Kelly Edwards (Ethicsin Medicine, University of Washington School of Medicine, 1999:
eduserve.hscer.washington.edu/bi oethi cs/topics/consent.html), notes that the informed consent
process originates from the legal and ethical right of the patient to “direct what happens to his/her
body and from the ethical duty of the [heath care provider] to involve the patient.” She goes on to
describe more fully the elements of informed consent, adding that there should be discussion about the
nature of the procedure, reasonable alternatives, the relevant risks, benefits, and uncertainties related
to each alternative, an assessment of patient understanding (including whether the patient is
competent to make the decision at hand), and the acceptance of a particular intervention by the patient.
Others have suggested that a comprehensive informed consent would include discussion of the risks
and benefits of doing nothing, and also include disclosure of the costs of the various options.

In health care, the marketplace is skewed in the provider’s favor— as the dentist, hygienist, and dental
assistant have significantly more knowledge about dental issues than the average patient. Patients rely
ontheir provider’s knowledge, and trust that their dental provider will make them aware of options
available. In this way, the patient can make a reasonabl e decision about their own health care.

Surprisingly, the American Dental Association’s Principles of Ethics and Code of Professional

Conduct is silent on the issue of informed consent. The American Medical Association, however,
addresses informed consent concernsin great detail. The AMA's Code of Medical Ethics (chapter 8.08)
states that a “ patient’s right to self-decision can be effectively exercised only if the patient possesses
enough information to enable an intelligent choice.” The provider has the ethical obligation “to help
the patient make choi ces from among the therapeutic alternatives consistent with good... practice.”

Case study: A patient presents with caries on an anterior tooth. You are aware that the patient’s
insurance will cover an amalgam restoration, but will probably not approve acomposite restoration.
You believe that, aesthetically, the composite is the best option. What do you tell the patient?
[You inform the patient of your diagnosis, and your preferred course of treatment. You also
inform the patient of other options, and of the additional cost that the patient may be
responsible for depending upon the treatment selected. Allow the patient to decide which
option they prefer. And, you writeit all down].

Cont. on Page 7




MESSAGE FROM THE PRESIDENT

Freeman Rosenblum D.D.S., M.S.D.

TheMinnesotaBoard of
Dentistry isvery concerned
about our ability to meet the
needsof thevariousdental
professonasand thegeneral
public. At any onetime, we
areaddressing complaintsthat
may have an adverse affect on
adentist, hygienist or regis-
tered dental assistant. At other
timesthecomplaint and
credential committeesmay be
trying to educatetheindividua toimprove practice without
any negativefutureimplications. Thisagency aso hasthe
duty of eval uating and accepting new licenseesinto our
state. In most cases, thisisapositive experience.

Inaddition, itisour duty asagovernment agency to protect
thepublic. Inagiven year thedental board receiveshun-
dredsof complaintsfrom thecitizensof Minnesota. The
relationship we establish with that person can by very
intense. Ontheonehand, itisimperativethat they recognize
that everything will bereviewed thoroughly beforeany
decisonismade. At the sametime, many of thecasesare
closed without any formal action taken against thelicensee.
Thoseindividuasmay continueto contact our board after
thefact to expresstheir displeasurewith our decision. In
some casesthey may loseinterest in pursuing thecomplaint
process becausethey changed their mind or were upset with
thetimethat it hastaken to resolvetheir concerns. Aftera
complaint isresolved to the satisfaction of the complainant,
wemay recelveavery postiveresponseviaphoneor |etter.

Thus, dental staff and board membersarefaced with both
positive and negative experiencesby thedental licensees,
registrantsand the public. Thefocusof the Board in resolv-
ing complaintsismorebroadly related to the effect of the
allegationson public safety thanitisontheindividua com-
pliant. Itisvery important that we handletheseissuesinan
appropriate and professional fashion. At the sametime, we
must abide by the statutes and rules of the dental practice
act.

During thisnext year the dental board planson conductinga
survey to membersof thevariousdental professions. We
want to know how we are doing. Following that project, the

publicwill aso be contacted. The exact structure of these
questionnaireshasnot been formalized. It would bevery
appreciated if those contacted would respond in atimely
fashion. Themoreinformation that isgathered, the better it
will assst usinaddressing al of theaboveissues.
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RULEMAKING STATUS REPORT

The Board recently published a notice of intent to adopt
rules without a hearing. The guidelines of the process
alow for the public to request a hearing and, if 25 or
more qualified requests are received, then ahearing isto
be scheduled.

The proposed rules —which address expansion of
procedures which hygienists and assistants are able to
provide under variouslevels of supervision —have
drawn the prerequisite number of hearing requests. The
sole issue of contention relates to an attempt to clarify
rule language on the application of topical medications.
With the proposed change to rules, the Board desires to
make it clear that the intent of the ruleisto allow the
application of medicationsonly withinthe oral cavity. As
aresult of the hearing requests, the Board will revisit the
proposal.

A second set of rule changesis being proposed that
addresses allowing certain restorative functionsto be
performed by aregistered dental assistant or dental
hygienist. Following many public discussionsat Policy
Committee, Allied Personnel (Auxiliary) Education
Committee, Executive Committee, and Board meetings,
aproposal was developed to allow allied personnel who
have received additional, approved training to place
amalgam and glassionomer restorations. The official
language of this proposal will be published onthe
Board's web site and in the State Register in late
December.

IMPORTANT: None of these proposed rules have
been adopted to date. The duties and levels of supervi-
sion are still in the discussion stage. Public notice will be
given on developmentsin these proposals. If you wish to
beincluded on our e-mail or mail notificationlist, please
contact the Board directly.




NEED FOR INTERPRETERS IN DENTAL CARE: Part |

The basic concepts of informed consent require that the
patient understands what isgoing on, and that it isthe
obligation of the dental professional to ensure that the
understanding ismade. Thelist of possible communication
barriersislong, and includes special attention to treating (@)
patients who areiilliterate, (b) patients who do not speak or
understand English, or (c) patientswho are hearing im-
paired.

llliteracy

In the United States, approximately 1in 5 people are
considered functionally illiterate. Because of the stigma
attached toilliteracy, this population finds numerous coping
mechanismsto hidetheir inability to read. Theseindividuals
are often able to deceive others with whom they interact.
Consider, for example, that perhaps 22% of your patients
are not able to understand the health history forms or the
‘informed consent” documents that they are asked to sign.
Rather than assume that a patient has understood the
paperwork, it would be worthwhile to walk through the
formswith your patient to ensure that theinformationis
clear. It is much better to be certain of potential concerns
before treatment to prevent the occurrence of an avoidable
adverseincident.

Language Differences

Working with non-English speaking patients, or those with
limited English proficiency, posessimilar concerns. The
federal government’s Office for Civil Rights reports that
the United Statesishometo millionsof individualswho
cannot speak, read, write, or understand the English lan-
guage at alevel the permits them to interact effectively
with health care providers. Because of these language
differences, these individuals are often excluded from
programs, experience delays or denials of services, or
receive care based on inaccurate or incomplete informa-
tion. Simply because a patient has successfully found their
way to your office and has been seated in your dental chair
does not imply that they (a) understand what it isyou are
doing or (b) have agreed to proceed with treatment. The
use of qualified interpretersis essential for ensuring appro-
priate communication.

What makes for a qualified interpreter? Trained inter-
preters have experience communicating not only the
language, but also providing cultural context for the patient
and provider. Aninterpreter will assist with making the
communication clear. Although interpreters are not cur-
rently regulated, they should be familiar with acode of
ethics. The ethical code for interpreters requires confidenti-
ality, accuracy, complete and nonjudgmental interpreting of

everything said by the provider and the patient, and conveying
cultural context.

As reported on the DiversityRx website, things that can go
wrong with an unqualified interpreter could easily include:

* Failureto clarify misunderstoodinformation

» Misinterpreting particular words and idioms, or otherwise
distorting the message by adding information, omitting
information, or changing the meaning

* Responding in place of the patient without interpreting

* Failing to interpret aresponse from the patient

* Volunteering information or interpreter’sopinions
concerning the patient

Any of these communication errors by an untrained interpreter
could lead to misdiagnosis, inappropriate treatment, and liability
for the provider.

How about using a family member to interpret? Using a
family member can be awkward and inappropriate because of
confidentiality and cultural issues. A patient may not betotally
honest or comprehensive in discussing health history or con-
cerns (i.e., use of oral contraceptives, HIV status, mental
health issues) when the interpreter availableisarelative or
closefriend. Additionally, generational and cultural issuesarise
when achild or younger relativeisrelied upon for interpreting
services. It isnot uncommon for ayounger family member to
selectively edit the discussion between the health professional
and the patient, resulting in bad information being transmitted
both ways. An objective, third-party interpreter will be much
morereliable.

Hearing Impaired Patients

Hearing-impaired individual sare afforded additional rightsto
services under federal law. The Americans with Disabilities
Act mandates that reasonable accommodations be made to
provide health servicesto hearing impaired patients. According
to the Department of Human Services Provider Manual, “all
providers arerequired to provide sign language interpreter
services when such services are necessary to enable hearing
impaired recipients to obtain covered services.” Standards of
Practice (sop.com) suggests that we must go to great lengths
to empathize with deaf and hard-of-hearing patients to develop
and maintain lines of communication and mutual respect.
Utilizing a professional sign language interpreter isone of the
optionsavailableto ensure satisfactory communication.

Note: Part Il of this series will address questions regarding how to
arrange for an interpreter, who pays for the service, viable
alternatives, and documentation recommendations. Part Il will be
published in the next issue of Updates.



DISCUSSION: SPECIALTY LICENSURE

At the present time, the Minnesota Board of Dentistry can
grant specialty licensein all of the dental specialties
recognized by the American Dental Association (Minne-
sota Statute 150A.06, subd.1c). As stated in the law, only
oral surgeons can beissued a specialty license without first
obtaining ageneral dental license. All other specialtiesare
obligated to have an equivalent license from another state
before applying for a specialty license. The present statute
(subd. 3), however, allowsthat all or any part of the
examination for dentists— except that pertaining to the law
of Minnesotarelating to dentistry and the rules of the
Board — may be waived at the discretion of the Board for
an applicant who presents a certificate of qualification
from the National Board of Dental Examiners, or evidence
of having maintained an adequate scholastic standing as
determined by the Board.

The Board has had discussions with representatives of the
Minnesota Dental Association and most of the state's
specialty groups regarding the subject of specialty licen-
sure and the waiving of the clinical examination. In addi-
tion, we recently received supportive recommendations
from the ADA House of Delegates and the American
Association of Dental Examiners (AADE) for consider-
ation.

The Board of Dentistry clearly understands that its primary
objectiveisto protect the public. We must, however, not
lose sight of the fact that there is a projected shortage of
well qualified generalists and speciaiststo carefor the
needs of our citizens. We also recognize that the Univer-
sity of Minnesota has numerous openingsfor qualified
educators. The competition is very keen across the
country to fill these positions. Frequently, the subject of
supplemental incomeisdiscussed during theinterviews. At
present, faculty dentists (generalists or specialists), cannot
practice except when engaged directly in research or
education unlessthey hold ageneral dental license
(subd.18). Should we make it easier for the dental school
torecruit by eliminating or revising faculty licensure by
waiving the clinical examinationin certain cases? This
concept would then allow the dental school to be more
competitivein recruitment. In addition, the dental
workforce would be increased to deal with access issues.

Finally, should the provisions of thisstatuterelating to
specialty licensure be changed, treating all of the recog-
nized specialty groups equally? The credentialing process
could also be refined for these individuals. The AADE and

ADA have made recommendations on thisissue which include
thefollowing:

* All specialists should be required to have passed a state
dental board general dental examination and have a genera
dental license before being eligible to be credentialed or
being granted a specialty license.

* Specialistswho have passed a specialty examination in
another state should be granted licensure by credentials
without further clinical examination.

* Dental specialists who hold diplomate status from an ADA-
recognized specialty certifying board, or who have
completed an advanced program accredited by the
Commission on Dental Accreditation, and meet all other
state requirements for licensure should not be required to
take any additional general dentistry examinations.

The Policy Committee and the full Board have been discussing
this subject for the last nine months. A proposal will be brought
to the full Board for approval at the December public meeting. If
supported, the resolution will then be brought to the legidlature to
seek a change in statute.

NEW BOARD MEMBER

EffectiveAugust 1, 2002,
Governor Ventura
appointed Gerald McCoy
of Eden Prairie, Minnesota,
to serve asapublic
member on the Minnesota
Board of Dentistry.
Currently, Mr. McCoy is
director of educational
planning for Cuningham
Group, aMinneapolis
architecturefirm that
builds many schools. He
was the school
superintendent for Eden
Prairie Schoolsfor 16 years
beforeretiring. Mr. McCoy
isaso very involved in his
community and serves on severa boards, including Minnesota
Council for Quality. Thisyear, Mr. McCoy ran for Mayor of Eden
Prairie. McCoy replaces JuliaHuebner to complete afour-year term
that expireson January 6, 2003.
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November, 2002

An Open Letter to the New Minnesota Legislature

Dear Senators & Representatives:
Congratulations on your election to state office, and your commitment to public service.

The Minnesota Board of Dentistry is one of 16 health-related Boards established under
statute to regulate various health professions. Our purpose is to protect the public by
establishing licensing standards (including initial licensure and continued competence),
and by managing complaints and compliance.

The Board generates its own income through licensing fees, and does not rely on the
state’s General Fund.

The Board works well and closely with the professional associations (Minnesota Dental
Association, Minnesota Dental Hygienists Association, Minnesota Dental Assistants
Association, and the educators’ associations). The important distinction, however, is
that the Board act solely to protect the public, whereas the associations primarily
represent the interests of their respective professions. Please keep this in mind when
considering policy decisions.

Access to dental care is among the significant issues facing Minnesotans. We as a
Board weigh this, public safety, and other concerns very heavily when formulating
regulations affecting the practice of dentistry. The Board acts as a center for promoting
public discussion about dental care, and can provide a tremendous, objective resource.

i5$20-00f0r adupl|Cate||cen$ It is my hope that we will have the opportunity to work together, and that the Board
for dentists and hygienigs and members and staff can be a resource to you.

$10.00 for aduplicate Please feel free to contact us at any time. We look forward to working with you in the
certification for dentists, dental coming session.

hyg_ienists or registered dental Sincerely,

assistants.

Marshall Shragg, MPH
Executive Director

UPCOMING BOARD AND COMMITTEE MEETINGS

Complaint Committee “B” December 12, 2002, 8:00 a.m. CLOSED
Board Meeting December 13, 2002, 8:30 a.m. OPEN
Complaint Committee “A” December 20, 2002, 8:30 a.m. CLOSED
Complaint Committee “A” January 17, 2003, 8:30 a.m. CLOSED
Complaint Committee “B” January 23, 2003, 8:00 a.m. CLOSED
Board Meeting January 24, 2003, 8:30 a.m. OPEN

NOTE: The Board offices will be closed on Thursday, November 28 and Friday, November
29 for Thanksgiving, Wednesday, December 25 for Christmas, Wednesday, January 1 for
New Years Day, and Monday, January 20 for Martin Luther King Day.




location of the primary dental
practice.

The Board can only list one
address and phone number for
each dental professional. Al-
though the above mentioned
Statute indicates that for licensed
dentists it must be their practice,
\we have always left it up to dental
hygienists and registered dental
assistants to indicate whether
they would prefer their home or
practice address/phone number to
belisted with the Board. Again,
we remind you thisinformation
can be given out to the public
upon reguest.

If you need to change the address|
and phone number the Board has
listed for you, the Board must
receivethisinformationinwriting
with asignature. (See last page of
newsletter.) When moving to a
new location, you must inform the
Board within 30 days of changing
the address.

Itisimportant to keep your
address and phone number
current, as thisisthe only way the
Board can inform you of any
issues that affect your license or
registration.

CULTURAL SENSITIVITY:

IT'S A GOOD THING

The concept of cultural sensitivity istoobig key isthat awareness, sensitivity, and

for ashort article to begin to address. Asit
would beimpossibleto be comprehensivein

the context of the newsletter, please con-
sider this as a suggestion to seek out
additional opportunitiesfor morein-depth
attention to this concern. Concerns about
cultural sensitivity have been raised inthe

course of reviewing anumber of complaint

cases recently. In these cases, the
provider’sprofessionalism was questioned
as aresult of apparent bias based on
differencesrelated to financial status,
national origin, race, English proficiency,
gender, and other factors.

TitleVI of the Civil RightsAct of 1964
provides the foundation for much of the
development of awarenessto multicultural
issues. Title VI prohibitsdiscrimination on

the basis of race, color, and national originin

programs and activities receiving federal
financial assistance. Awareness of differ-

ences and discrimination can lead to cultural

sensitivity. The outgrowth of cultural
sensitivity iscultural competence, which
dependson “ingtitutional ethos, or the

specific attitudes and practices of individual

practitioners.” (Diversity Rx:

www.diversityrx.org/BEST/1_1.htm.) The

competenceareindividua responsibilities
that becomeinstitutionalized.

The State’s Office of Diversity and Equal
Opportunity (ODEO) has established overall
goals for state agencies that provide a basis
for other workplaces. The overall goal of
cultivating respect for individual differences
includes practices such as:

* Creating workplaces that welcome,
respect and value people of al abilities,
cultures, races, genders and ethnic
backgrounds.

* Ensuring that diversity isreflectedin all
activities, including planning, purchasing,
decision-making and design and delivery
of services to customers.

« ldentifying and removing barriersto
make programs and services accessible
to all Minnesotans.

 Developing partnershipswith public and
private organizations to share techniques
for enhancing diversity.

Additional effortsat understanding and
improving channels of communication are
good for the profession, good for the patient,
and good for business.

DISCIPLINARY ACTIONS

Harold G. Swennes, D.D.S.
Order for Limited Conditional,
Chisholm, MN

09/20/02

Note: the full text of orders enacted
since September 9, 2002, may now be
viewed on the Board's Web site.

Go to www.dental board.state.mn.us,
click on‘Disciplinary Actions,” and click
on the ‘highlighted’ order that you are
interested in reviewing.

The Board will berenewing additional
casesat its December 13, 2002 meeting.
The Web site will be updated the
following week.

Definition of Terms:

Conditional License—licensee may continue to
practice but must meet specific conditions of
Order.

Limited License— licensee may continueto
practice buy may not perform certain
procedures specified in the Order.

Suspended License — licensee may not practice
for aspecified length of time or until certain
conditionsare met.

Unconditional license/registration —all terms of
the Order have been met, theindividual’'s
licensef/registration is fully restored, and s’he
may practice without specia conditions or
restrictions.




RENEWAL TIME IS HERE!

How To Avoid Those Common Pitfalls

Mail the appropriate fee with your renewal
application

Applications must be returned unprocessed if thefeeis
incorrect (whether it is more or less than what is actually
due), or if the fee was mailed separately.

It'stimeto renew your license/registration and AL L
Minnesota dental licensees and registrants must renew
every year — even if you just received your license.
Renewal applicationswill be mailed out the first week
of November. If you haven't received your application
by the end of November, call the Board for another one
or download a copy off the Board's website

_ Sign your check
(www.dental board.state.mn.us/main-forms).

Checks must be signed or they cannot be processed.

There are common pitfalls that are shared by personsin
each profession. Recognizing these common errors
may assist you in avoiding them and ensure trouble-free
renewals. Here's what to be aware of:

If mailing several applications with one check -
double check all applications and re-add the
total.

If one application isn’t signed or the amount of the check
iswrong, all the applicationswill bereturned. And, if not
corrected and returned by December 31, 2002, a late fee will
be charged on all applications.

Sign your renewal application
All applications must be signed by the licensee/
registrant.

All applications must be received or legibly postmarked on or
before December 31, 2002. If not, alate feeis charged (1/2
the cost of your renewal fee). Renewal certificates will be
mailed out the first 2 weeksin January.

Keep your address current
Law requires that alicensee/registrant must notify
the Board within 30 days of an address change.

Informed Consent (Cont. from Page 1)

child what will be done, and proceed with treatment. Again, you
writeit al down)].

Case study: A new patient appears at your office for ascheduled
appointment. Upon greeting the patient, it is clear that the
patient does not speak or understand English, but isin a great
deal of pain. How would you approach this case?

[The patient is not capable of providing informed consent,

Case study: You have completed an exam on a patient, and have told
the patient that they would need a significant amount of treatment.

as they do not understand what is wrong or what their
options, obligations, or risks are. Although the patient isin
pain, it is not atrue emergency situation that would allow
you to act. You are not able to proceed with treatment
unlessyou are ableto utilize an interpreter. Therefore, an
interpreter should be arranged or the patient should be
referred to aclinic where those resources are available.
And, you writeit all down].

You ask the patient to “open wide,” and begin your work. The
patient is later surprised by the work that was done, and the cost of
treatment. What went wrong?
[Implied consent is not acceptable, as too many assumptions
are made. This situation requires afull discussion of options
and atreatment plan accepted by the patient prior to
proceeding. And, of course, you writeit all down].

TheAMA (Office of the General Counsel, Division of Health Law,

September 1998) tellsusthat “informed consent is more than simply
getting a patient to sign awritten consent form. It is a process of
communication between a patient and a[provider] that resultsin the
patient’s authorization or agreement to undergo a specific...

Casestudy: Your patient’s parents drop off their 14 year old
child at your office on their way to do some errands. The child
has recently had his braces removed by the orthodontist, and
needs a prophy and some restorative work done. What do you

do?

[The patient’s parents must give consent for their minor
child’s care. Although it would be best to have them
present and sign a consent for treatment, you may contact
them by phone and present the options. Once consent has
been given by the parent(s), you should explain to the

intervention.” Thisis not a situation where ablanket authorization
for “whatever treatment the dentist deems necessary” is acceptable;
rather, invasive treatments require full disclosure and a non-coerced
agreement that allows the patient to be involved in determining their
care.

And, youwriteit all down.



If you have a name or address change you must inform the Board in writing within 30 days of the change.
Practicing dentists are required to have their primary practice address on record with the Board. All others may
list a home address. Note: Your name and address are public information. Request for e-mail addresses: The
Board would like to occasionally send information affecting licensure to dentists, hygienists and assistants via e-
mail alerts. Please provide the Board with your e-mail address if you wish to receive these notices.

NAME AND/OR ADDRESS CHANGE

Name (last, first, middle) Former Name (if applicable)
Old Address New Address(if applicable)
Street: Street:
City/Town: City/Town:
State: State:
Zip Code: Zip Code:
MN Dental License/Registration Number: Daytime Phone Number:
Signature (Required): Email Address:

Effective Date:

Please cut along dotted line and mail to Board office.
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Nadene Bunge, DH(2005) ............ccooeeeicicnivieeieeeeeeeeeeeeee Rochester Sheryl Herrick ............cccoociiiiiiiieieeeeeeeeeeeee Office Manager

Linda Boyum, RDA (2006) .........c.ccuuvrmrrmmrreeereeeeeeieneaenns Minnetonka Joyce Nelson .......... Continuing Education Program Administrator

Susan Gross, DDS, Past President (2005) .................. St. Louis Park LoriSchneider ...............coooeeeeiiiiiciiiiiniiens Licensing Coordinator

Ronald King, DDS (2003) .......ccccuvvvrerieeiiereeeeeeeeeeeeeeens St. Louis Park VickiZierden.............ccccoocecvnvvinvieeneeenen, Administrative Assistant

Gerald McCoy, Consumer Member (2002) ...........ccc.eveee. Eden Prairie

Lewis Pierce, DDS (2003) ......cceeeeveeeveeeireeeeeeeeeteeeereeeeveeeeens Duluth  www.dentalboard.state.mn.us
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